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CHAPTER I 
INTRODUCTION 
There is an increasing demand for evaluation and 
follow-up studies to determine service program effective­
ness and to provide data to support service expansion. The 
Oregon State Legislature, faced with the task of appropri­
ating funds, demands accountability and data to support 
additional funding. The State is torn between the many 
needs and limited dollars and must continually choose which 
way resources will be most effectively utilized. Follow-up 
and evaluation studies are most helpful in this decision 
making. In addition, they can also lead to improvement of 
services. 
Over the past several years, Oregon has extensively 
studied the need for services to children in the state. 
Eugene Taylor (1965) provided the Mental Health Planning 
Board with an estimation of service needs for severely emo­
tionally disturbed children. Greenleigh Associates, Inc. 
(1968) published a study on the child welfare needs and 
services in Oregon. Most recently Kristin Angell (1976) 
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reviewed the historical and political process of developing 
a comprehensive plan for children's mental health services. 
The Portland City Club Foundation, Inc. (1971) has stated 
that "Oregon may well be the best documented state in the 
nation as to prevalence and needs for treatment of emo­
tional disturbance in children. It 
In order to document the need for additional treat­
ment centers for severely disturbed children, the Oregon 
Mental Health Division decided to submit a grant to the 
National Institute of Mental Health to request an extensive, 
retrospective follow-up study of an innovative diagnostic 
approach, the Child Diagnostic Center. When the grant was 
not funded, the State Office for Child Study and Treatment 
Centers recruited graduate students to conduct portions of 
the proposed follow-up study. 
As with all follow-up and evaluation the danger 
always exists that one may find out information that one 
would really rather not wish to know. The study was begun 
with the underlying assumption that many recommendations 
were not carried out due to non-existent resources. The 
clear message conveyed was that the existence of additional 
treatment programs for children could prevent, in the long 
run, the personal destruction of the individual child as 
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well as harmful effects to society. In addition, the public 
would be spared the additional expense of providing adult 
facilities to house these increasingly very disturbed 
persons. 
There have been many follow-up studies throughout the 
country dealing with the effectiveness of treatment. This 
study is unique in that an effort was made to collect his­
torical facts regarding specific recommendations after a 
six to nine year period. 
CHAPTER 	 II 
PROGRAM 	 FOR EMOTIONALLY DISTURBED CHILDREN 
THE CHILD DIAGNOSTIC CENTER 
The Mental Health Division received authorization 
from the Fifty-fourth Oregon Legislative Assembly in 1967 
to administer a state wide program for emotionally dis­
turbed children. This program became known as the Child 
Diagnostic Center. The Center ran for eighteen months from 
the end of September 1968 to the end of June 1970 under 
contract with Edgefield Lodge in Troutdale, Oregon. During 
this period over 700 applications were submitted for con­
sideration for services at the Center. Out of this number 
78 were seen for a period of one month each. The children 
were unevenly divided by sex: 59 were male and 19 were 
female. They ranged from 3 years to 11 years of age, with 
a mean age of 8~ years, a mode of 11 years, and a median of 
9 years. 
The children came from all parts of the state of 
Oregon, including the following counties: Clackamas, 
Clatsop, Columbia, Coos, Deschutes, Douglas, Grant, Hood 
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River, Josephine, Klamath, Lane, Lincoln, Linn, Malheur, 
Marion, Multnomah, Polk, Tillamook, Umatilla, Union, and 
Washington. Multnomah County referred 25 children, the 
largest number of referrals from a single county. The 
children were referred from both public and private agen­
cies. Mental health clinics took the lead with 26 referra~, 
followed by the welfare department with 22, schools with 8, 
Juvenile Court and child development clinics each with 6 
referrals and other agencies with 1 or 2 referrals each. 
The purpose of the Diagnostic Center was threefold: 
(1) to collect demographic data on the needs and location 
of children having serious emotional and behavioral prob­
lems; (2) to find out how Oregon could meet the care and 
treatment needs of these children; and (3) to provide a 
framework for the development of comprehensive services for 
children throughout the state, rather than the existing 
fragmented approach. 
Each child, following admission, resided at the Center 
for one month, during which time slhe was evaluated in five 
areas: physical, cognitive and emotional, family life, 
school, and interpersonal relationships. Up to five chil­
dren at one time could be in the process of evaluation, 
with a constant corning and going of children as new admis­
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sions took the place of releasees. 
The staff consisted in the beginning of three trained 
child care workers and a housekeeper. During the following 
months, according to one of the former staff members, 
additional staff were added: five child caseworkers, a 
teacher, a supervisor, and other professional staff as 
needed. 
The staff were involved throughout the Center opera­
tion in diagnosing the child, making treatment recommenda­
tions, and evaluating the effectiveness of their efforts. 
Recommendations were made in the areas that the staff saw 
as most needed for each individual child. These primary 
recommendations were sometimes followed by secondary recom­
mendations with such words as "if group treatment home is 
not available then a residential treatment facility will 
provide for some of the child's needs. II In a few isolated 
cases, recommendations were given for implementation after 
the completion of primary recommendations; for example, 
after the child spends six months in St. Mary's Home for 
Boys he could return to his own home. 
Family counseling was also a part of the program 
while the child was at the Center. The family came to 
Edgefield Lodge, or if distance made this impossible, a 
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social worker made home visits. In addition, efforts were 
made by the social worker to provide liaison with social 
agencies , schools and others in the community who had been 
or would be involved with the child. 
By design, the staff during the first months of opera­
tion developed ideal recommendations, whether or not the com­
munity resources existed. In one case (not included in the 
sample) the recommendation was to place the child in a kib­
butz. This resource was nonexistent in Oregon. Their purpose 
in making ideal recommendations was to substantiate the need 
for additional resources for severely emotionally disturbed 
children. Later, the recommendations were made with more 
practical considerations for the best i~terest of the child. 
When the funding for the pilot project was terminated, 
those who had been part of the program felt strongly that 
the need for such services was even greater than had been 
originally stated. Their studies estimated that five per 
cent of Oregon's children needed such treatment and the 
lack of services and coordination greatly hindered their 
welfare. To address this acute need, new services under 
the coordination of the Mental Health Division were devel­
oped. The Child Study and Treatment unit was created for 
this purpose, parented by the Child Diagnostic Center. 
CHAPTER III 
REVIEW OF THE LITERATURE 
A literature review was undertaken in the area of 
follow-up studies of emotionally disturbed children. The 
studies in the literature were found to be different from 
this study in two major ways. First, most of the studies in 
the literature are concerned with functioning levels at 
follow-up. The present study, on the other hand, is con­
cerned with an overview of the child's activities since s/he 
left the Diagnostic Center. Secondly, most of the follow­
up studies in the literature study children specifically 
labeled psychotic, autistic or childhood schizophrenic. A 
few studies follow up children labeled antisocial, hysteric, 
hyperactive, neurotic or behavior disordered. This trend 
is different from this study because the Diagnostic Center 
did not label their children. The only criteriqn for 
admission to the Diagnostic Center was that the child be 
"severely disturbed. II 
This literature review represents the major follow­
up studies conducted in three categories: children labeled 
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psychotic, children labeled autistic and children with other 
labels. Studies were placed in categories according to the 
labels the authors gave to their sample children. Some 
studies delineated specific criteria for labeling; others 
did not. 
CHILDREN LABELED PSYCHOTIC 
An early follow-up study was conducted by Freedman 
and Bender (1957). They presented the case histories of 
six men who had been diagnosed at the Bellevue Hospital 
before puberty as childhood schizophrenics. The authors 
conclude that all of these cases were adult schizophrenics 
at follow-up. Five of the six cases were getting along in 
the community in dependent situations at follow-up. The 
sixth had just been discharged from a mental hospital. All 
of the sample men had received some form of convulsive 
therapy. 
Brown (1960) conducted a follow-up study for the pur­
pose of determining which symptoms best differentiated 
those children who later did well in treatment from those 
who made little progress. In order to select the study 
sample, the researchers reviewed the 73 closed cases of pre­
school children who had been treated on an outpatient basis 
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at the James Jackson Putnam Children's Center and who had 
been diagnosed as having atypical development (childhood 
autism or childhood schizophrenia) without organic complica­
tions, physical handicaps or a psychotic parent. Available 
follow-up material on these cases was reviewed, and two 
groups were selected as research subjects. One group con­
sisted of the 20 children who were doing the "best ll at 
follow-up and the other group consisted of the 20 Fhildren 
who were doing the "worst. 1I Of the 20 "best" cases, 16 
were in public school, and the other 4 were doing well in 
private school. Of the 20 "worst" cases, 11 were known to 
be in institutions, 3 were believed to be in institutions 
and 6 were in special classes or in special private schools. 
The ages at follow-up ranged from 6 to 17 years. In order 
to find variables which were of prognostic value the cases 
were rated on a variety of symptoms which had been recorded 
during the original diagnostic period. 
The results showed that the most significant differ­
ence between the two groups was their use of materials. 
Most of the "worst" cases had never been able to use toys 
appropriately. Another statistically significant differ­
ence between the two groups was the depth and scope of 
their withdrawal. The "wors t" cases excluded stimuli and 
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withdrew into autoerotic preoccupations or preoccupations 
with the primitive and bizarre movement of their bodies or 
objects. Social contacts were minimal. 
Of the historical and treatment variables that were 
rated, only one was significant, namely that in the family 
constellation the "worstll children were more often only 
children or the first of two children. 
There were only two symptoms which were significantly 
more predominant in the IIbestll cases. The "best" cases were 
more likely to identify with animate objects such as dogs or 
cats, and their aggression was sometimes goal directed. 
Brown (1963) followed up 129 children who were at 
least nine years old in January 1962 and who had been diag­
nosed during their preschool years as atypical development 
(infantile psychosis). The children ranged in age from 9 
to 22 at follow-up. Follow-up data was collected from a 
psychiatric evaluation of each child at the children's 
center or through a report from the child 1 s current thera­
pist. When distance, institutionalization or parental 
reluctance made a center visit impossible, information was 
obtained from schools and ins~itutions, telephone calls and 
letters from parents, and telephone calls with the children. 
The results indicated that with regard to schooling , 
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46 children were attending regular school, 14 were attending 
schools for the retarded, 10 were attending schools for the 
disturbed, 22 were living in custodial institutions for 
retarded children, 12 were living in custodial institutions 
for disturbed children, and 7 were living at home and not 
attending school. With regard to level of formal learning, 
47 were up to or close to their normal age level, 28 were 
somewhat retarded, 18 were markedly retarded, and 34 had 
had no formal learning. With regard to psychological 
adjustment at follow-up, 7 appeared "normal; II 30 appeared 
"neurotic; II 34 appeared "schizoid; II 25 functioned on only a 
limited level in a protected environment with socialized 
behavior and speech; 24 functioned minimally on a preschool 
level with limited socialized behavior; and 9 children were 
seen as completely uneducable with no speech, object dis­
crimination or socialized behavior. Regarding treatment, 
94 had been treated at the Children IS Center, 15 had been 
treated elsewhere and 20 were untreated. ·Five of the latter 
20 had not been accepted for treatment due to poor prognosis. 
Bennett and Klein (1966) conducted a follow-up study 
of 14 subjects who had been diagnosed as childhood schizo­
phrenic. These subjects had been the sample of a five-year 
follow-up study conducted by Potter and Klein (1937). The 
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researchers were unable to locate two of the subjects in 
New York State. Of the remaining twelve, two had died while 
patients in a state hospital (one by hanging in 1950 at the 
age of 29 and the other of a coronary occlusion in 1962 at 
the age of 31). Of the ten who were located and alive, nine 
were institutionalized. Two of these nine were in institu­
tions for mental defectives. All nine were diagnosed as 
"dementia praecox, catatonic or hebephrenic type" at follow-
up. Of the nine in institutions, two had maintained the 
same level of dysfunction and seven showed regression and 
deterioration. The one subject in the sample who was not in 
an institution at follow-up was living alone and maintaining 
himself by working as a dishwasher. He was found to be a 
"hesitant and socially awkward manll at follow-up. All of 
the patients in the sample had been treated by the following 
succession of treatment modalities as they arose over the 
years: electric-convulsive therapy, insulin therapy and 
energetic drug treatment. 
Rutter, Greenfield and Lockyer (1967a) (1967b) con­
ducted a five to fifteen year follow-up study of 63 chil­
dren who had attended the Maudsley Hospital between 1950 
and 1958; who had been given an unequivocal diagnosis of 
childhood psychosis, schizophrenic syndrome I infantile 
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autism or any symptoms of these by all consulting psychia­
tristsi and who had not yet reached puberty. A control 
group of 61 non-psychotic children who had attended the 
hospital at the same time were matched with the sample for 
lQ, age and sex. The mean age of the sample at follow-up 
was 15 years 7 months, and the mean age of the control group 
was 16 years 5 months. All 63 psychotic children and 61 
controls were seen individually at follow-up. Each child 
was given a neurological and psychiatric examination and 
ea.ch child was observed in an unstructured situation with 
other children and with adults at home, school or hospit~l. 
Detailed past and present information ~..,as obtained frofCI. the 
parents. 
The results of the study showed that one-third of the 
psychotic group and one-third of the control group were in 
long-stay hospitals at follow-up. With regard to paid em­
ployment, 2 of the 38 psychotic children aged 16 years or 
over had paying jobs compared with 12 out of the 36 control 
children. There was a statistically significant difference 
in the social adjustment of the two groups at follow-up. 
Nine of the psychotic child:r:en were given "normalll or "good II 
social adjustment ratings compared with 20 of the control 
group. Thirty-eight of the psychotic group were given 
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IIpoorll or livery poorll ratings compared with 22 of the con­
trol group. In the psychotic group 29 were without useful 
speech at follow-up. Less than half of the psychotic group 
received as much as two years of schooling. The authors 
found that the most significant factor related to outcome 
was the child's response to IQ testing. Children who were 
untestable on any IQ test or who had an IQ below 60 had a 
poor outcome. Other factors related to prognosis were: 
degree of language development, amount of schooling and 
severity of disorder. 
Goldfarb (1970) presented a seven-year prospective 
follow-up study of 48 schizophrenic children treated in 
residence at the Henry Ittleson Center for Child Research. 
The sample consisted of children aged 5 to 8~ years. 
Twenty-nine of the children had evidence of organic, neuro­
logical dysfunction. Nineteen did not. Thirty-seven were 
boys, 11 were girls. Thirty-four had had two or more years 
of treatment in residence. Concerning ego-status on ad­
mission, 32 were judged to be livery severely impaired ll or 
"severely impaired, II 16 were "moderately impaired" and none 
were "mildly impaired II or "normal. II Goldfarb's follow-up 
data consisted of psychiatric appraisals of ego-status 
during treatment, placement of the child on discharge and 
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on follow-up, and modified appraisals of ego-status at 
follow-up. The mean age at follow-up was 16 years 8 months. 
Goldfarb found that at follow-up 24 children were 
living at home and 24 were living in institutions. With 
regard to ego-status, 15 were "mildly impaired" to "normal" 
and 31 were "grossly impaired ll at follow-up.. The lIorganic" 
and IInon organic" subclusters of children did not differ 
significantly with respect to placement at follow-up or 
social outcome .. 
The variables which were found to be linked to out­
come at follow-up were ego-status and language maturity on 
admission to residential treatment and the child's response 
to IQ testing. None of the children judged to be "very 
severely" or "severely impaired ll in ego-status on admission 
achieved "mildly impaired" or "normal" levels at follow-up. 
Nine of the ten unscorable children continued to show 
grossly maladjusted behavior at follow-up. All eight 
children who were not verbalizing on admission showed 
grossly disordered behavior at follow-up. 
CHILDREN LABELED AUTISTIC 
Kanner (1971) presented a 28-year follow-up study of 
eleven children who had been diagnosed as autistic at ages 
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2 to 8, and who had been originally described in Kanner's 
(1943) article "Autistic Disturbances of Affective Contact." 
At follow-up, two of the eleven could not be located, one 
had died suddenly in 1966 at 29 years of age, 2 were living 
with parents, 5 were living in state hospitals and one was 
living with a guardian. Two of the subjects were employed 
at follow-up. Three showed no speech at follow-up, and two 
showed some speech but no spontaneous sentence production. 
Eisenberg (1956) reported on a follow-up study of 63 
children who had been known to the Harriet Lane Home of the 
Johns Hopkins Hospital for at least 4 years and who had 
attained an age of 9 or above. The children selected had 
originally been diagnosed as having the following symptoms 
of early infantile autism: self-isolation, obsessive insis­
tence on the preservation of sameness and distortions of 
language function. Data was collected in 30 cases by re­
examination plus supplementary reports, in 24 cases from 
institutional reports and in 9 cases from parents, physi­
cians, and school reports. The median age at follow-up was 
15 years. The median length of the follow-up was 9 years. 
The results of the follow-up showed that 34 children 
were living in full-time residential settings, and 29 were 
living at home with parents or foster parents. Of the 
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total group of 63, 3 were judged as having "good ll adjustment, 
14 "fair" adjustment and 46 "poor" adjustment. 
Eisenberg found that level of speech had an effect on 
prognosis. Of the 32 children who had developed useful 
speech by age 5, 16 had a "poorl! outcome and 16 a "fair" or 
"good" outcome at follow-up. Of the 31 nonspeaking children 
by age 5, 30 had a "poor" outcome and 1 had a "fair" or 
"good" outcome at follow-up. The difference between the two 
groups was significant at the .001 level of sign icance. 
The study did not reveal any correlation between formal 
psychiatric treatment and the clinical outcome. 
Lotter (1974) conducted a follow-up study for the 
purpose of describing outcome status and placement history 
of autistic children and factors related to prognosis. The 
sample consisted of 32 children who had been identified as 
having marked autistic behavior by a 1964 epidemiological 
survey of 8 to 10 year old children living in Middlesex, 
England. Twenty-two children who had been identified by the 
survey as having similar, but less marked, features were 
used as a comparison group. Follow-up data was collected 
from parent interviews, child interviews and case records. 
Adequate follow-up information was obtained for 29 out of 
the 32 autistic Childrenlrnd 21 out of the 22 non-autistic 
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comparison group. 
The follow-up results showed that 4 autistic children 
were judged as having a "good" outcome, 7 "fair, 11 4 "poor," 
and 14 "very poor." Of the comparison group, 8 were judged 
as having a "good" outcome, 4 "fair," 5 "poor, II and 4 "very 
poor." With regard to living arrangements, 14 of the autis­
tic children were in a long-stay hospital at follow-up com­
pared with 4 in the comparison group. One of the autistic 
children was employed at follow-up compared with 5 of the 
comparison group. The researchers did not find a direct 
relationship between employability and amount of schooling. 
DeMeyer, Barton, et ale (1973) conducted a follow-up 
study for the purpose of describing the ,best measures to 
predict the fate of autistic children. They followed up 
85 boys and 35 girls who had been referred to the Clinical 
Research Center for Early Childhood Schizophrenia at LaRue 
D. Carter Memorial Hospital between 1954 and 1969 and who 
were diagnosed as having infantile autism. The mean age of 
the sample was 5~ years at evaluation and 12 years at follow­
up. A "control" group of 26 children was drawn from the ncn­
psychotic children who had been referred to the same center 
between 1962 and 1969. The autistic children were placed 
in three categories: High Autism, Middle Autism and Low 
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Autism, according to the degree of symptoms present. At the 
initial evaluation each child received three independent 
diagnoses: intellectual, neurological and behavioral. 
Follow-up data was collected for 94 cases by interviewing 
and testing each child and for 52 cases by telephone inter­
views involving a parent. 
The follow-up results showed that 90.1 per cent of the 
autistic children were rated as educationally retarded or 
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incapable of functioning even in a class for the trainable 
retarded. None of the autistic sample who were adolescents 
or adults at follow-up held a paying job. Forty-two per 
cent of the autistic sample were in long-term institutions 
at follow-up. With regard to overall outcome, 10 per cent 
were considered to have a livery good ll or IIgood ll outcome, 
16 per cent "fair," and 74 per cent "poor" or 'very poor. II 
All Middle and Low Autistic children were autistically 
withdrawn at evaluation, and 80 per cent of these remained 
withdrawn at follow-up. Approximately 75 per cent of the 
Middle and Low Autistic children were mute or echolalic at 
evaluation. By follow-up half of these children had devel­
oped some communicative speech, although at a level much 
below that expected for their age. 
DeMeyer, et al. found that the best predictor of work 
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or school rating at follow-up was the work/school rating at 
evaluation. Severity of illness was the next best predictor, 
followed by social rating, speech and the brain dysfunction 
index. 
CHILDREN WITH OTHER LABELS 
Lo (1973) followed up 42 children diagnosed as neurotic 
and 30 children diagnosed as behavior disordered between 
June 1967 and June 1971 at the Yaumatei Psychiatric Centre, 
Hong Kong. Neurotic symptoms were considered to be anxiety; 
depression; phobias; obsessional, hysterical and somatic 
symptoms; irritability and tension manipulations (in the 
absence of psychotic or organic features). The term 
behavior disorder was used to refer to symptoms of hostile 
disobedience, destructiveness, aggressiveness, truancy, 
lying, stealing and running away f~om home (in the absence 
of psychotic or organic features). The mean follow-up 
period for the neurotic group was 2.7 years and for the 
behavior disorder group 2.9 years. Eight neurotic children 
and 12 behavior disorder children were still attending the 
Centre at follow-up. Data for the remaining children was 
collected from parent and child interviews at the Centre or 
home visits by a social worker. 
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Results showed that 78.6 per cent of the neurotic 
children compared with 53.3 per cent of the behavior dis­
order children were symptom-free or significantly improved 
at follow-up. This was significant at the .05 level of 
significance. Two factors were seen to significantly in­
fluence prognosis: sex (more boys improved) and duration 
of illness before attending the Centre. 
Davids (1975) conducted a retrospective follow-up 
study for the purpose of determining the relationship 
between the diagnosis of a case during residential treatment 
and the follow-up evaluation on that case after discharge 
and for the purpose of evaluating the effectiveness of 
Rimland's (1964) Diagnostic Check List for Behavior Dis­
turbed Children (DCL) in differentiating among autistic, 
non-autistic psychotic, and non-psychotic cases. In order 
to draw the sample, Davids rated the files of male children 
who had attended the Bradley Hospital Residential Treatment 
Center according to the behavioral symptoms on the DCL. In 
addition, parents were mailed DeL forms and asked to com­
plete the items from memory according to how they remem­
bered the child at admission to the Bradley Hospital. The 
sample was then divided into four groups: (I) 21 children 
who were labeled with a psychotic diagnosis between 1955 
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and 1964, (II) 20 children who were labeled with a psychotic 
diagnosis between 1945 and 1954, (III) 20 children who were 
labeled behavior disorder between 1955 and 1964, and (IV) 
5 children who were labeled neurotic between 1955 and 1964. 
The mean ages at the time of admission were: 8 years in 
Groups I and II, 9 years in Group III and 10 years in 
Group IV. The follow-up data was obtained by mailing a 
follow-up questionnaire to parents or to agencies with 
custody of the cases where there was no parent available. 
Davids found that 17 per cent of the psychotic groups 
compared with 56 per cent of the non-psychotic groups had 
had no further treatment after leaving the residential 
treatment center. This was significant at the .05 level of 
significance. With regard to living situation, Davids 
found that 39 per cent of the psychotic groups compared 
with 73 per cent of the non-psychotic groups were living at 
home at follow-up. This was significant at the .05 level 
of significance. With regard to schooling l 44 per cent of 
the psychotic group were attending school at follow-up com­
pared with 81 per cent of the non-psychotic group. This 
was significant at the .05 level of significance. In, 
addition, Davids found that Rimland1s DCL was useful in 
differentiating between autistic, non-autistic psychotic 
24 
and non-psychotic children. 
SUMMARY 
The literature reflects a guarded to poor prognosis 
for children labeled psychotic or autistic. Of the varia­
bles studied, the following were found to be related to 
poor prognosis in psychotic children: limited language 
development, severity of disorder, inappropriate use of 
toys, severity of withdrawal, poor response to 1Q testing 
and limited schooling. Variables found to be related to 
poor prognosis in autistic children were: poor speech 
development, severity of withdrawal, poor work/school ratmg 
and poor social rating. 
CHAPTER IV 
PURPOSE AND METHODOLOGY 
PURPOSE 
The 	purpose of this research project was twofold: 
(1) 	 To investigate what happened to the children 
who took part in the Diagnostic Center. 
(2) 	 To assess whether or not the recommendations 
of the Diagnostic Center were followed. 
The first objective was only partially followed 
because the only children who were located for follow-up 
were those who had remained in the Children's Services 
Division system. Thus, no generalization can be made about 
what happened to the entire population. 
The second objective was also only partially carried 
out for the above reason. In addition, interpretation of 
the data related to the second objective is difficult 
because it is not clear whether a failure to have followed 
the recommendations was due to a decision not to follow 
them 	by a child1s guardian or to a lack of resources. 
The Child Study and Treatment Unit of the Oregon 
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State Mental Health Division sponsored this study for the 
purpose of gaining information which would be used for 
future program planning and funding decisions. 
METHODOLOGY 
In the spring of 1976 MS. Krystal Angevine and Sister 
Nancy Peck agreed to carry out a follow-up study for the 
Child Study and Treatment Unit of the Oregon Mental Health 
Division. At that time a research project was designed 
which entailed drawing a random sample of 20 children from 
the population of 78 who had attended the Diagnostic Center 
and interviewing the parent, guardian or social worker of 
each sample child. This research design was changed in 
November of 1976 due to many obstacles which will be dis­
cussed later in this paper. The new design entailed 
following up a sample of 10 children rather than 20 and 
collecting data by searching the Childrenls Services 
Division files rather than by interviewing guardians. 
Following is an account of the actual work which took 
place on this project from the time it began in the spring 
of 1976 until its completion in the spring of 1977. Dates 
are provided so that the reader can follow the project 
chronologically. 
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In April of 1976 a meeting was held with Krystal 
Angevine and Sister Nancy Peck, researchers; MS. Nancy 
Koroloff, assistant professor of social work, Portland 
State University, and faculty advisor; and MS. Mary Hoyt, 
manager of the Child Study and Treatment Unit of the Oregon 
State Mental Health Division. During the meeting the pur­
pose of the project, time frame, responsibilities and 
remunerations were discussed. It was decided that the 
Child Study and Treatment Unit would procure releases on 
the records of each child in the sample, and they would 
obtain each parent's or guardian's current address. The 
researchers would carry out the actual data collection, 
analysis of data, literature review and write-up. Remun­
erations would be in the form of travel money for interviews 
and typing. The time frame for the collection and analysis 
of data was set for the summer of 1976 so that the project 
would be completed by March of 1977. 
The researchers began the project by reviewing the 
records which had been kept on each child by the Diagnostic 
Center. These 78 records were in the possession of the 
Child Study and Treatment Unit. Information on each case 
was collected with regard to sex, birthdate, age at admis­
sion, IQ, physical problems, referral agency, primary 
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recommendations, secondary recommendations and future 
recommendations. (See Appendix A.) A number was affixed to 
each case and all names removed in order to insure confi­
dentiality. Thirteen cases were eliminated from the popula­
tion because they did not include complete recommendations. 
This left 65 cases from which to draw the sample. 
In May, a sample of 20 and an alternate sample of 10 
was drawn from a random numbers table.. These names were 
turned over to the Child Study and Treatment Unit with the 
expectation that they would obtain releases on the records 
of the children and addresses of their parents or guardians. 
Several attempts were made by the Child Study and 
Treatment Unit to procure the releases and addresses for the 
researchers. A law student employed in the Administrative 
Services Office of the Mental Health Division was asked to 
review the confidentiality statutes of the Oregon ~~ntal 
Health Division and the Children's Services Division in 
order to determine the procedure the researchers needed to 
follow in order to insure confidentiality. The result of 
this inquiry was that the researchers could proceed if a 
release of information form was obtained for each child. A 
sample release of information form was designed and submitUrl 
to the Oregon Attorney General's Office for approval. (See 
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Appendix B.) 
In addition, the Child Study and Treatment Unit con­
tacted the manager of the Data Support Services Section of 
the Mental Health Division in order to ascertain the feasi­
bility of using the computerized Mental Health Information 
System as a means of locating the sample children. Permis­
sion to use the system was obtained from the Administrator 
of t~e Mental Health Division. Four names of sample chil­
dren were run through the Mental Health Information System 
computer as a trial. No information existed on these 
parents. 
By mid-October, six months had elapsed with no infor­
mation produced by the sponsoring agency. The researchers 
spent the summer of 1976 researching the literature, writing 
the interview schedule and checking with the sponsoring 
agency on the status of their efforts. The interview 
schedule was designed to gather information on what had 
happened to each child since their residence at the Diag­
nostic Center as well as specific information on whether 
or not the recommendations had been followed. Questions 
were designed to gather information in the five areas in 
which recommendations had been made by the Diagnostic 
Center, including: living arrangements, schooling, family 
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counseling or treatment, individual counseling or treatment 
and physical problems. In addition, questions were devel­
oped pertaining to follow-up information such as trouble 
with the law, trouble with the school, significant happen­
ings, relationships with others, and future prognosis. 
(See Appendix C.) 
In October Ms. Nancy Koroloff, faculty advisor, con­
ferred with the manager of the Mental Health Unit of the 
Oregon Children's Services Division. A letter was drafted 
requesting information from the regional Children's Services 
Division offices on the whereabouts of the twenty sample and 
ten alternate sample children. The Child Study and Treat­
ment Unit sent this letter. By mid-November the Children's 
Services Division offices had responded. Ten of the twenty 
sample children had been located. 
In mid-November a decision was made by the researchers 
to change the study design. This decision was made because 
an attempt to follow the original design would have extended 
the project past the date required for submission of the 
practicum. The new design entailed following up the ten 
children who had been located by the Children's Services 
Division rather than the twenty children who had been 
chosen randomly and gathering data by searching the Chil­
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dren's Services files rather than by interviewing the 
guardians. The revision of the research design severely 
limited the interpretation of any data which was collected. 
These limitations are discussed later in this paper. 
I~ mid-November a release of information form for 
each child was signed by the Administrator of the Children's 
Services Division. This gave the researchers access to the 
Children's Services Division files on the ten sample chil­
dren and enabled the researchers to begin collecting the 
data. It was discovered that the information received from 
the Children's Services Division offices was not accurate. 
The children's files were not located in the offices which 
had been indicated. 
The Administrative Assistant of Region I of the Chil­
dren's Services Division undertook the task of helping the 
researchers locate the children by searching the Children's 
Services Division master file. Seven of the ten sample 
children were located. 
During the period between December 18, 1976 and 
January 9, 1977 the data was collected by one of two 
methods: by directly searching each file which was located 
in Multnomah County or by calling the Children's Services 
Division caseworker and having her/him search the file if 
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the case was located outside Multnomah County. The original 
interview schedule was used as the means of gathering the 
data. 
In February of 1977 the researchers began compiling 
the data and writing the research report. 
CHAPTER V 
DESCRIPTION OF THE SAMPLE 
The sample consisted of ten children. Nine of the 
children were boys; one was a girl. All ten were caucasian. 
The sample children were referred to the Child Diagnostic 
Center from throughout the state of Oregon. Two children 
were referred from Multnomah County, and one child was 
referred from each of the following counties: Coos, 
Josephine, Hood River, Washington, Tillamook, Lane, Klamath, 
and Linn. The mean age at admission was 9.4 years. The 
range of ages at admission was 6 years 9 months to 11 years 
10 months. 
The children who took part in the Diagnostic Center 
were cons idered to be "severe ly disturbed. II They were not 
given psychiatric labels. Table I, developed by the 
Diagnostic Center, shows the types and severity of symptoms 
of the children prior to their admittance to the Diagnostic 
Center. 
'fABLE I 
TYPES AND SEVERI'l'Y OF SYMP'l'OMS OF CHILDREN PRIOR TO 

ENTRY IN 'flIE CUILD DI1\GNOS'fIC CENfl'ER 

Symptom 
Child's Number, Sex and Age 
nl 
Boy 
8 yrs 
#2 
Boy 
6 yrs 
#3 
Boy 
8 yrs 
414 
Girl 
11 yrs 
U5 
Doy 
11 yrs 
--­
II 
III 
--­
--­
II 
II 
III 
II 
4tG 
Boy 
10 yrs 
#1 
Boy 
8 yrs 
fW 
Boy 
10 yrs 
#9 
Boy 
1 yrs 
4tlO 
Day 
1 yrs 
--­
--­
III 
--­
--­
--­
II 
III 
--­
-
II 
II 
I 
I 
I 
--­
I 
II 
--­
I 
II 
II 
--­
I 
--­
I 
I 
II 
'
I 
I 
III 
--­
--­
--­
III 
III 
--­
-
III 
--­
I 
II 
--­
I 
III 
III 
J 
Lags in Develo~nent of 
Self-Help and Social Skills 
Learning Problems 
Assaultive, Destructive, 
Firesctting, Stealing 
Bizarre, Psychotic-like, 
Autistic-1i.ke, Fantasizing 
Mistrustful, Withdrawn, 
Isolated, Aloof 
Self-Destructive 
lIyperactive 
Negative, Disobedient, 
Unmanageable 
. 
Fearful, Night Terrors, 
Enu~etic, Encopretic 
II 
III 
III 
I 
--­
--­
III 
II 
I 
III 
III 
--­
III 
III 
--­
--­
II 
--­
II 
II 
--­
--­
II 
--­
I 
III 
III 
II 
II 
II 
II 
II 
--­
II 
II 
II 
Key 
Dlank (---) No pr ior symptoms . , 
I Mild degree or very occ8aional 
II Extended, moderate degree or occasrional severe w 
.f..'lo. 
III Frequent, severe for many years 
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In Table I the symbol, I, indicates that the child 
expressed the indicated behavior to a mild or very occa­
sional degree. The symbol, III indicates that the child 
expressed the indicated behavior to an extended, moderate 
degree or occasional( severe degree. The symbol, III, 
indicates that the child expressed the indicated behavior 
to a frequent, severe degree for many years. As seen in 
Table I, to a moderate or severe degree 9 children were 
disobedient and unmanageable: 7 had learning problems7 6 
were hyperactive: 6 had lags in self-help and social skillsi 
4 had assaultive, destructive, firesetting or stealing 
behavior; 4 were fearful enuretic or encopretici 3 hadl 
bizarre, psychotic-like behavior: 3 were mistrustful and 
withdrawn: and one was self-destructive. 
At the Diagnostic Center nine sample children were 
tested for IQ. One child was untestable. Of the nine who 
were tested, the mean IQ was 97. The IQ range was 70 to 118. 
The Diagnostic Center made recommendations for each 
child. Primary recommendations indicated the optimal treat­
ment recommendation. Secondary recommendations indicated 
the second choice of treatment if the first was not avail­
able. Future recommendations indicated treatment which 
would follow the primary recommendation chronologically. 
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Recommendations were made in the areas of living arrange­
ments, schooling, medical needs, counseling and treatment, 
and family counseling and treatment. Table II shows the 
recommendations which were made for the sample children by 
the Diagnostic Center. (See Table II, page 37.) 
As indicated in Table II, all sample children were 
given primary recommendations, two children were given 
secondary recommendations, and no children were given future 
recommendations. With regard to primary recommendations, 
4 children were recommended for placement in a small treat­
ment group home, 3 for placement in residential treatment 
(one of these would return to his family on weekends) and 
3 to remain in the family and attend a day treatment pro­
gram. Family therapy was recommended for 4 families. A 
special or remedial classroom was suggested for 9 children. 
The discontinuation of medication for behavior problems was 
recommended for two children. 
The reader is reminded that the only children who 
were included in the sample for this research study were 
those who had had some contact with the Oregon Children's 
Services Division, because releases were only obtained for 
Children's Services Division files. 
Child's Number, 
Sex and Age 
#1 Boy 8 yrs 
#2 Boy 6 yrs 
#3 Boy 8 yrs 
#4 Girl 11 yrs 
#5 Boy 11 yrs 
#6 Boy 10 yrs 
#7 Boy 8 yrs 
#8 Boy 10 yrs 
#9 Boy 7 yrs 
#10 Boy 7 yrs 
TABLE II 
RECOMMENDATIONS MADE BY THE DIAGNOSTIC CENTER 
primary Recommendations Secondary Recommendations 
a. 	Remain in family with Family Therapy, or 

Foster Home, or Treatment Group Home. 

h. Remedial Classroom at Edgefield Lodge. 
a. 	Edgefield Lodge Residential Treatment during 
the week. 
h. Family on weekends. 
a. Remain in Family with Family Therapy. 
h. Day Treatment. 
c. Special Classroom. 
a. Treatment Group Home. 
h. Special Remedial Classroom. 
a. Residential Treatment. 
h. Discontinue Drugs. 
a. Treatment Group Home. 
h. Remedial Classroom. 
a. Remain in Family with Family Therapy. 
h. Day Treatment at Edgefield Lodge. 
c. Remedial Classroom. 
d. College student companion. 
a. Treatment Group Home. 
h. Discontinue Drugs. 
a. Treatment Group Home. 
h. Special Classroom. 
a. Residential TreatmentI 
b. Special Classroom. 
c. Family Therapy. 	 • 
d. 	Could also henefit from perception therapy and 
physical education. 
Fairview Training Center 
St. Mary's Home for Boys 
W 
'-I 
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A comparison of the population and the sample indi­
cates that there are some differences between the make-up of 
the two groups. The population has a one-to-three ratio of 
girls to boys, whereas the sample has a one-to-ten ratio of 
girls to boys. The mean age of the population is 8.5 years 
with a range of 3 to 11 years, whereas the mean age of the 
sample is 9.4 years with a range of 6.75 to 11.82 years. 
CHAPTER VI 
RESULTS 
CASE HISTORIES 
The following are case histories of the ten children 
in the sample. The names have been changed to protect th~ir 
identity. All the information relating to case history 
both prior and during the child's evaluation at the Child 
Diagnostic Center came from Center records. Follow-up 
information was gathered from various sources including 
Children's Services Division, personal interviews, and 
Center reports. 
Case One 
Allen, male, entered the Child Diagnostic Center in 
the fall of 1968 at the age of eight years. He was referred 
to the program by the welfare and juvenile courts of a mid­
Willamette Valley county. 
The family was known to several service agencies, 
both social and medical. His parents had a long history of 
marital problems which seemed to contribute to the destruc­
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tive behavior of Allen. Examples of his behavior problems 
included setting fires and torturing animals. In his 
school he attended a special program and seemed to be able 
to be gentle and manageable. 
At the Diagnostic Center Allen responded well, ap­
peared manageable, and his destructive behavior stopped. 
He seemed to have high intellectual potential. 
Recommendations for Allen included returning to his 
home where it was felt that with the necessary support in 
household and child management, the parents could handle 
Allen adequately. A special remedial education classroom 
was seen as a necessity. A secondary recommendation was to 
place Allen in a foster home or treatment group home with 
sufficiently trained staff to achieve the recommended 
treatment goals. 
Allen was placed in a foster home following release 
and attended special classes. His family received coun­
seling from a court-appointed counselor who met with them 
on a weekly basis. Children's Services Division closed the 
case several months following release from the Diagnostic 
Center and Allen returned to his own home. There is no 
other record for this child. 
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Case Two 
Bob, male, entered the Child Diagnostic Center in 
early 1969 at the age of six years. He was referred by a 
family service clinic on the coast. Bob presented problems 
of deficient speech development and repetitive activity and 
seemed to be unaware of persons and activities within his 
environment. He was known to make noises and facial ex­
pressions without any relationship to his environment. Bob 
had been diagnosed by a psychiatrist in 1968 as being a case 
of childhood schizophrenia. 
During his stay at the Diagnostic Center it became 
clear that Bob was acutely aware of his surroundings and 
those about him, but because of his great fear of rejection 
and abandonment he avoided involvement. As time progressed, 
he was able to take part in the Center activities with more 
enjoyment and began to interact with his peers. 
Recommendation was for residential treatment such as 
Edgefield Lodge. This recommendation called for his 
parents· participation. Since they lived on the coast they 
would have to move to Multnomah County in order for their 
child to take part in the program. 
Bob returned to live with his family upon release. 
The family refused to move to the Portland area so he was 
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ineligible for placement at Edgef Id Lodge. He attended a 
private kindergarten while awaiting admittance to Parry 
Center. Ten months after release from the Diagnostic Center 
he was placed at Parry Center and had special remedial 
classes, tutoring, and counseling. His parents received 
marital counseling through a local mental health clinic. 
They also received additional supportive counseling from 
Parry Center for one year. Their marriage split up, each 
remarried and both couples began living together. Bob has 
made no progress since admission to Parry Center and is 
described as autistic, needing to be permanently institu­
tionalized. He will rereain at Parry Center for as long as 
possible and the next alternative will be Fairview. 
Case Three 
Chris, male, was admitted to the Child Diagnostic 
Center in the spring of 1969 at the age of eight years. 
He was referred by a mental health clinic in the Portland 
area. 
Chris had a behavior pattern which was "characterized 
as grossly passive-dependent upon adults, especially family 
adults. u A feeling of inability to meet the demands of his 
environment could account for his behavior. Often in his 
43 
school setting he would panic when stress to perform was 
placed upon him and he became unable to do his work. Chris 
seemed to gain satisfaction in acting as a "helpless, 
sickly, effeminate who utilized infantile methods in 
stressful situations." 
In the Child Diagnostic Center Chris appeared to make 
an effort to move towards more independent and aggressive 
behavior. 
The recommendation made for Chris involved his family 
and their system of operating in relationship to their child. 
They had over-reacted to his seizures and supported his 
dependent and helpless role. Family counseling and thera­
peutic day care within a structured and well programmed 
classroom were seen as essential for improvment with this 
child. 
Sources reported that the child died in Ontario; 
however, the researchers were unable to confirm this report. 
Case Four 
Diane, female, was admitted to the Child Diagnostic 
Center in t~e early summer of 1969 at the age of eleven 
years. She was referred by a school district in a small 
community in the mid-Willamette Valley. 
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Diane was tutored at home for almost two years due to 
her bizarre behavior and excessive fantasy. Her parents 
had been concerned about her behavior since she was a very 
young child and discussed with various agencies the possi­
bility of help for her. However, they were suspicious o~ 
help and never followed through on any type of residential 
care suggested for the child. 
At the Child Diagnostic Center Diane showed herself to 
be a very charming child with superior intelligence. She 
seemed to be a very lonely child who saw herself as evil, 
unable to live up to the high standards she had set for 
herself, and was close to despair. 
The recommendations for Diane were residential treat­
ment, long-term group home, and a special class designed 
for emotionally disturbed children. 
Diane went to Christie School for Girls and made great 
improvement. It appeared that she would need such stability 
for some time. The only known detail of the case after 
Christie School for Girls was the information that at the 
age of eighteen she was referred to Children's Services 
Division by the Public Welfare Department on the coast; she 
was unmarried, on welfare, and pregnant. 
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Case Five 
Edward, male, entered the Child Diagnostic Center in 
the summer of 1969 at the age of eleven years. He was 
referred by the welfare department in the Eugene area. 
Edward was well known to several agencies due to his very 
dangerous and destructive behavior. This ranged from 
stabbing, choking, and other types of assaultive behavior; 
property destruction and stealing; threats of harm toward 
self and others; and running away. Despite his behavior he 
was seen as a charming boy with many skills and great 
potential. His parents were unable to cope with Edward and 
did much to contribute to his behavior problems through 
their inconsistency, teasing, erratic behavior, and occa­
sional violent parental reactions. In growing up, Edward 
was given the message that he was a damaged child. He 
began to see himself as evil and unable to meet his own 
standards of performance. 
At the Diagnostic Center Edward ~as very alert to his 
surroundings and was able to find out exactly what was ex­
pected and would be tolerated by those adults in his sur­
roundings. ~e appeared to have many skills in the areas of 
prosocial and antisocial behaviors. He was seen as a like­
able boy who functioned in a way that brought at least 
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minimal acceptance. 
The recommendation for Edward was residential treat­
ment where consistent, predictable, and sufficient controls 
would provide a safe and secure surrounding and a trusting 
relationship with one adult. Edward was especially to be 
removed from drugs to make clear to him that he was not a 
damaged individual and could begin to take responsibility 
for his own life. 
Efforts were made by responsible social agencies to 
place Edward in a residential treatment facility but his 
mother refused and he returned home upon release from the 
Diagnostic Center. He was taken off drugs. A few weeks 
later his mother requested that her son be moved from the 
home because of an incident in which her car was taken. 
Edward was placed at St. Mary's Home for Boys for a year, 
where he attended special classes. A year later he was 
placed closer to home and then shortly was returned to st. 
Mary's Home for Boys where he ran away and finally was 
taken to ~acLaren because of stealing. In 1975 he was sen­
tenced for burglary to the Oregon State Correctional 
Institution where he was still residing as of August 1976. 
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Case Six 
Frank, male, was admitted to the Child Diagnostic 
Center in the fall of 1969 at the age of ten years. He was 
referred by a health department in southern Oregon. 
Frank was known as a bright, likeable, sophisticated 
boy who was failing in school and exhibiting increasingly 
delinquent behavior in both school and in the community_ 
He appeared to have four different personalities which ranged 
from the mean bully to the kind, honest boy. 
At the Child Diagnostic Center Frank reacted to his 
new surroundings in much the same ways as had been observed 
prior to referral. However, by the time he left the Child 
Diagnostic Center he had greatly improved his performance 
in school. The period had proven that Frank was not com­
pletely set on delinquent behavior and that much of his 
acting out was for attention from adults. 
The recommendation for Frank was residential treat­
ment with an effort to provide a structured and controlled 
setting so that he would be able to develop_ A special 
remedial classroom would provide a program for building 
skills in the academic area. St. Mary I s Home for Boys ~vas 
a possible choice but some concern was expressed about the 
large size of the setting. 
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Frank returned home for a year following release and 
then was placed at St. Mary·s Home for Boys for over a year. 
During this time he was involved in drug use and runaway 
activities. Following an incident of first degree burglary 
he was admitted to the Oregon State Hospital for eight 
months. He was then admitted to the Adolescent Treatment 
Program at the Hospital for eleven months. While at Oregon 
State Hospital he committed burglary for drugs and was sent 
to MacLaren for a year. Here he attended regular classes 
as a full-time student and received counseling. However/ 
he persisted in drug and runaway behavior. He was paroled 
in May 1974 and returned to his family home. Six months 
later he was expelled from junior high for having liquor on 
campus. One month later he was sent back to MacLaren for 
four months for stealing liquor and continued drug use and 
abuse while receiving some legitimate medication. In may 
1975 he returned home and attended high school for his 
General Educational Development certificate. During this 
period he was working/ making restitution for the burgla­
ries/ and receiving counseling from MacLaren. His parents 
were also receiving counseling from MacLaren to deal with 
their child's behavior problems. He dropped out, of the 
GED program and recently was denied enlistment in the army, 
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at the age of sixteen, because he lacked his GED. 
Case Seven 
Greg, male ,- was admitted to the Child Diagnostic 
Center in the fall of 1969 at the age of nine years. He 
was referred by a child development clinic in the greater 
Portland area. 
Greg was a child who seemed to lack the ability to 
stick to a task. In school he often was restless and day~ 
dreamed continuously. In the family, Greg played the role 
of baby, family problem, least wanted, and rarely received 
any attention. The family system seemed depressed~ 
socially and physically isolated: and turned in upon itself 
for all emotional support, entertainment, and activities of 
any sort. 
During Gregts stay at the Child Diagnostic Center he 
functioned about two grades below his age but seemed to have 
normal ability and average intelligence. He appeared to 
have normal physical health with only minor problems of 
coordination. It was felt that Greg had serious disorders 
in his expression of emotion, in disorganized thought pro­
cesses, and in his interaction with adults and peers. 
The recommendation for Greg was residential treatment 
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which would help to provide an academic and behavioral pro­
gram, including a remedial classroom. His family also 
needed training in child management skills, involvement in 
the community, and a general enrichment of their lives. 
Any treatment would have been ineffective if restricted to 
only Greg, as the whole family system was in need of help. 
Edgefield Lodge was seen as an excellent place for Greg but 
since the family did not live in Multnomah County he was 
not eligible for the program. 
Greg returned to his family upon release and attended 
public school without special classes. For the past seven 
years he has received counseling and medication supervision 
from a guidance clinic in the mid-Willamette Valley and his 
mother has also received counseling on an off-and-on basis. 
The parents separated in October of 1971 and in November 
Greg left school because of disruptive behavior. It is 
reported that Greg's behavior improved eighty per cent with 
his father leaving the home. In the summer of 1973, he was 
living at home and doing odd jobs in the neighborhood. In 
June 1975 he stole some women's clothing from a neighbor 
and his mother could no longer deal with him. She requested 
a foster home placement for her son in July of 1975. In 
April of 1976 Greg moved to a northern county to live with 
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his father and was no longer on medication. This living 
arrangement was unstable, as he ran away from his father to 
his mother, to a girlfriend and back to his mother. While 
Greg was living with his mother he did return to school and 
attended classes. He was achieving at the ninth grade level 
which was about two years below his age. As of December 19?6 
he had been placed in a sheltered home, ran away again, was 
placed in detention and finally in another sheltered home, 
where he experienced problems with peer relationships and 
still exhibited inappropriate social behavior. Long-range 
plans indicate a foster home placement with a male figure 
other than his father. 
Case Eight 
Henry, male, was admitted to the Child Diagnostic 
Center in the spring of 1970 at the age of eleven years. 
He was referred by the welfare department in two counties 
in the northern part of the state. 
Henry was a victim of severe mental and physical 
abuse as well as neglect as a child. He suffered gross 
instability in his family life and finally total abandon­
ment by his family. During his years before entering the 
Child Diagnostic Center, he was in several foster homes. 
52 
Henry lacked trust and was seen as passive, enuretic and 
not progressing well in school. He constantly looked to 
adults for guidance. Often he got into arguments, attacked 
other children, and seemed to be easily led into trouble. 
At the Child Diagnostic Center he was a charming, 
capable child who used his skills to engage adults. When 
his being-pleasant skills did not work to gain other~ 
attention he would turn to destructive behavior, having 
little internal standards by which he could judge appro­
priate behavior. He had a great need to be cared for by 
fondling, stroking, and just being held, due to his early 
deprivation. In school he was behind and gave up before 
starting a task. Because of his fear of being left or told 
he must leave again, Henry was slow to trust adults or put 
forth any effort to succeed at anything. 
The recommendations for Henry were a small residential 
treatment program, thereby avoiding large living groups, and 
removal of drugs to control behavior. He needed an environ­
ment where he could begin to feel some security with people 
who would accept him as he was. Adults needed to remain 
available and committed to him, providing nurturance and 
positive reinforcement as a person. School could aid this 
development if school personnel also worked to structure 
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his schooling with goals that he could achieve. 
Henry was placed in a foster home with no attempt 
made to follow recommendations. In May of 1970 he was ex­
pelled from school because of disruptive behavior and poor 
performance but returned in September. Reportedly he was 
expelled in an attempt to get him into a residential treat­
ment program. From 1970 to 1972 he received some counseling 
and medication supervision from a mental health clinic on 
the coast. Following school difficulties and problems in 
his foster home, he was placed in another foster home and in 
March of 1972 he was finally placed with a paternal uncle. 
Here he currently attends public school and a,lthough re­
portedly two years behind, plans to graduate next year. He 
has had success working as a ranch hand and is receiving 
counseling through Children IS Services Division to improve 
his relationship with his uncle. Henry has been picked up 
on minor violation for possession of alcohol but was able to 
resolve this issue by discussion. At this time, he is no 
longer receiving medication since removal from the first 
foster home and now reports a sense of belonging and is 
relating well with peers. Henry's caseworker reported that 
for the future he will be able to live independently and 
hold a job with no need for further institutionalization. 
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Case Nine 
Issac, male, was admitted to the Child Diagnostic 
Center in early 1970 at the age of seven years. He was 
referred by a child guidance clinic in a southern Oregon 
county. 
Issac was seen as an extremely dangerous child in his 
first year of school. He was very assaultive and tried to 
stab his fellow students with a homemade knife and on one 
occasion he succeeded. The psychologist at the clinic 
described him as a homicidal risk. 
In the Child Diagnostic Center, Issac was able to 
work well with one or two others but never with a group. 
In a group he tended to use foul language and ridicule to 
bully some children. He set up his peers for trouble, 
instigating fights and scapegoating. Issac seemed to have 
no ability to have fun and felt the need to atone whenever 
he hurt anyone or their property. It appeared from his 
performance in school that he had a normal ability to learn 
and to progress in his classes~ 
Recommendations were for residential treatment and a 
special classroom. 
According to the director of a county mental health 
clinic, Issac recently returned from Alaska where he had 
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been living with his father until July 1975. He has since 
moved to California to live with his mother who remarried. 
He was still having problems. 
Case Ten 
Jerry, male, entered the Child Diagnostic Center in 
spring of 1970 at the age of eight years. He was referred to 
the Center from a mental health clinic in eastern Oregon. 
Jerry exhibited bizarre behavior from early life. For ex~ 
ample, he banged his head against the wall, rolled his eyes, 
had difficulties in motor coordination and slowness in 
learning. As he grew he often requested to leave home and 
said that he hated his p~rents and sisters. 
At the Diagnostic Center, Jerry continued to have prob­
lems with motor control. He was a master at playing the game 
of crazy kid. His behavior was bizarre and he acted in any 
way he could to gain positive or negative attention from 
peers and adults. In the final weeks of his stay at the Diag­
nostic Center he acted much like any normal eight year old boy. 
Recommendations were for residential treatment, a 
special classroom for extensive individual attention, and 
family treatment. It was also recorded that he could 
benefit from extensive physical education and perception 
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therapy to improve his motor control. 
Jerry returned home with his parents until June 1970 
when he was placed at Parry Center. Here he attended special 
remedial classes and did well with one-to-one relationships. 
From 1969 to 1970 his parents received counseling; however, 
they separated in the spring of 1971. In 1975 he left Parry 
Center for a treatment group horne and special classes. 
Jerry was described as psychotic, delusional, and re­
lating superficially to others. He was working a half day a 
week and receiving counseling at the group home. In July 
1976 the doctor indicated that this child was physically 
deteriorating because of organic causes. This deterioration 
has been occurring over the past several years. In addi­
tion, the mother's separation and remarriage has had an 
erratic impact upon the child. 
ANALYSIS OF FINDINGS 
Table III looks at the composite picture of the random 
sample of ten children from the Diagnostic Center. It pre­
sents the recommendations of the Diagnostic Center, a review 
of the status and condition as prepared by members of the 
Child Diagnostic Center staff in 1971 and finally the present 
status and condition as researched for this study in 1976. 
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TABLE III 
TREATMENT RECOMMENDATIONS, STA'l'US AND CONDITION OF A RANDOM SAMPLE 
OF CHILDREN WHO ATTENDED THE CDC FROM 1968-70 
Childls ~I Child Diagnostio Center Status or Condition 
Sex & Age Recommendations (1968-70) 
1971* 1976 
#1 Boy, 
8 yrs 
#2 Boy, 
6 yrs 
#3 Boy, 
8 yrs 
#4 Girl, 
11 yrs 
#5 Boy, 
11 yrs 
#6 Boy, 
10 yrs 
#7 Boy, 
8 yrs 
#8 Boy, 
10 yrs 
#9 Boy, 
7 yrs 
#10 Boy, 
7 yrs 
Family oounseling and training 
plus a remedial eduoational 
olassroom. 
Secondary placement reoommen­
dations for foster home or 
treatment group home with 
trained staff. 
Residential treatment with 
parents I participation in 
program (Edgefield Lodge). 
Family counseling, plus 
therapeutio day care. 
Residential treatment and 
long-term group home plus 
speoial class for emo­
tionally disturbed children. 
Residential treatment and 
cease drug therapy. 
Residential treatment and 
special remedial classroom. 
Family and family counseling 
with special remedial 
classroom. 
Secondary residential treat­
ment. 
Small residential treatment. 
Avoid large group living. 
Remove from drugs to con­
trol behavior. 
Residential treatment and 
special olassroom. 
Residential treatment with 
family participation in pro­
gram (Edgefield Lodge). Spe­
cial classroom with special 
attention given. Also could 
benefit frsm physical educa­
tion, perception therapy to 
improve motor control. 
Much improved. After six I Status unknown. 
months, ohild was re­
turned to his own home. 
Still in treatment at 
Parry Center. 
Still at Parry Center; has 
made no progress. He will 
need permanent institu­
tional care; autistic. 
Future oare in Fairview. 
Not improved: family is 
more aooepting of boy 
since Diagnostio 
Center program. 
Deceased - no date given. 
Still at Christie; much 
improved. Will need 
stable place to live; 
not a foster home. 
Only known details that 
she was an unwed mother 
on welfare. 
Ceased drug therapy. 
Improved. 
Now in Oregon State Correc­
tional Institution. 
Reoently plaoed at St. Dropped out of GED program. 
Maryls Sohool for Boya Living at home. Attempt­
Has stabilized. ing to get into the army. 
Still home, still psy­ In shelter home, experi­
ootio. A grave dan­ enced problem with peer 
ger to other people: relationships. Long 
will undoubtedly hurt range goal for him is 
somebody in adoles­ placement in a foster 
oenoe, if not before. home. 
Expelled again from Doing well, soon to comple~ 
sohool. Some reoent high school. Living with 
improvement: readmit­ his unole. Reoeiving 
ted to sohool. counseling through CSD. 
Future, he will be able 
to live independently 
and not need further in­
stitutionalization. 
He is living in California 
Bas stabilized. Be 
Still with grandmother. 
with his mother who has 
still is a homioidal remarried and he is 
risk and needs inten­ still having problems. 
sive treatment. 
Still in Parry Center. Physical deterioration 
from organiC oauses, 
psychotic, delusional, 
relating superfioially 
to ~thers. 
*Material taken from report done by staff of the Diagnostic Center in 1971. 
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Three of the children illustrate a present status and 
condition requiring continual care and protection. They 
very likely will spend a large portion of their lives in 
various institutions as they have done for the past several 
years. One child appears to be on the road to an indepen­
dent, productive life as an adult, requiring minimal support 
from social agencies. Two children seem to need some type 
of continual intervention and perhaps will spend some time 
in institutions during their lifetimes. One child was 
reportedly deceased between 1971 and 1976. The researchers 
were unable to make a judgment for the remaining three 
children in the sample because sufficient information was 
not available. 
Table IV presents the recommendations made by the 
Child Diagnostic Center and records their implementation 
within the first year following discharge from the Child 
Diagnostic Center. 
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TABLE 'IV 
RECOMMENDATIONS AND IMPLEMENTATIONS 

FOR THE CBILD DIAGNOSTIC CENTER 

SAMPLE 
Residential Treatment (Edgefield, 
other facilities, St. Mary's Home 
for Boys) 
Treatment Group Home 
Foster Home 
Avoid Large Group Living 
Special Classes (remedial and 
others) 
Family Treatment (case Management) 
Cease Drug Therapy 
Therapeutic Day Care 
Perception Therapy and Physical 
Education 
Case Numbers 
Reconunendations 10 i1 2 3 4 5 6 7 8 9 J 
pp* ppi S* G)G> ® 
S* p P* 
0 ,­
@ 
tV p pP P* (] 
0 p tV® 
® p* 
P 
P 
Key Lone symbol denotes lack of suffi­
P Primary reconunendation } cient information to determine 
S Secondary recommendation whether or not recorr~endation was 
implemented. 
® * 
Case record documents that reconunendation was ~ implemented. 
Circled symbol (p or S) denotes that case record documents 
that reconunendaticn ~ implemented. 
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It can be noted from the table that the most frequent 
recommendation was residential treatment. The second most 
common recommendation was for some type of special class­
room, either remedial or a classroom for emotionally dis­
turbed children. The third most frequent recommendation 
was for family treatment, whether the child remained in the 
home or was removed. Treatment group home was the next 
most often mentioned recommendation. The remaining recom­
mendations were equally divided among the other categories. 
In looking over the recommendations, of the twenty 
primary recommendations, seven were followed and of the 
secondary recommendations, three out of a total of five 
were followed. Four primary and two secondary recommenda­
tions were not followed. Inadequate data leads to the 
inability to determine whether or not the remaining eleven 
recommendations were followed. 
• 

CHAPTER VII 
CONCLUS IONS 
DISCUSSION 
The data does not indicate any relationship between 
outcomes and whether or not the Child Diagnostic Center 
recommendations were followed. For example, for two of the 
three children who at the time of the follow-up study were 
judged at a level of minimal functioning, the primary 
recommendations were implemented. The remaining child in 
this group did not receive the treatment specified in the 
recommendations. The single child who at the time of this 
study appeared to be the most promising, in terms of not 
requiring further treatment or institutionalization, did 
not receive the treatment specified in the primary recom­
mendation. Rather, he was placed in a foster home (thereby 
avoiding large group living), a secondary recommendation. 
Those children who may have shown promise while at 
the Diagnostic Center were not able to sustain this im­
provement over a longer period of time, as is evident in 
62 
Table I. The Diagnostic Center was only able to select a 
total of seventy-eight children out of more than seven 
hundred requests for admission to the facility. Only the 
most severe emotionally disturbed children were able to be 
evaluated. This fact, when coupled with a mean age of nine 
for the sample, may further explain the discouraging out­
comes. 
Since recommendations were often made for treatment 
outside the living area of the family, continuity between 
treatment plan and home life suffered. Most of the children 
at one point or another during the past several years 
returned to their disorganized homes, often with negative 
results. The availability of treatment programs closer to 
home could have facilitated the mutual involvement of 
family and child in the treatment plan. 
This study attempted to follow up a random sample of 
the total seventy-eight children who participated in the 
Child Diagnostic Center during its years of operation, 
1968-70. In actuality, the researchers were unable to 
locate the entire random sample; however, the completed 
sample does contain children evaluated throughout the 
entire period of operation of the Center. The difficulties 
in obtaining releases and finding the other children 
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necessitated the limiting of the sample to those children 
who were within the Children1s Services Division system. 
The researchers had intended originally to interview the 
guardians of these children but due to delays in obtaining 
permission for information on the children it was necessary 
to take information from the Children's Services Division 
files. 
The results must be viewed in light of these inherent 
limitations, realizing the difficulties involved with 
generalizing these findings for the entire population. 
LIMITATIONS AND OBSTACLES 
Follow-up studies by their very nature have built-in 
limitations. A common difficulty is an attempt to gain all 
the needed materials, for example, case files, addresses 
and consent forms, in order to do an adequate follow-up 
study. Access to files can be blocked by concerns surround­
ing the issue of confidentiality and the law, especially 
when it is necessary to obtain information from secondary 
sources, such as records from various community agencies. 
Releases from agency chiefs do not always guarantee that 
the workers throughout the different parts of the state 
will easily accept the release and cooperate with the study. 
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Delays along the way can create time and money expense in 
the gathering of the data. Occasionally data will have gaps 
which may lead some to make interpretation as to unrecorded 
events. For example, it may be assumed that the lack of 
recorded physical problems means that the child had no 
physical problems during the period covered. However, the 
files may not mention anything to substantiate this con­
jecture. 
All of the above were experienced in this particular 
study. Access to records was especially difficult for the 
researchers. It appeared at times that those within the 
mental health and children1s services systems did not know 
how to use their own system, nor those of others, to re­
trieve the needed information. The retrospective nature of 
the study was a factor in gathering data for children who 
had been discharged from the Diagnostic Center from seven to 
nine years ago. This, coupled with the fact that implemen­
tation of the Diagnostic Center recommendations was not 
documented, led to gaps in information. It also limited 
the possibility of determining whether or not the recommen­
dations were a factor in the treatment plan for the child. 
The lack of clearly defined terms, along with the change 
over time from ideal to practical considerations, made it 
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difficult to determine whether or not recommendations had 
been followed. 
Delays along the entire route led to a final decision 
to change the study, allowing for completion within the time 
alloted. It was decided to research files rather than 
gather the bulk of the data from personal interviews 
throughout the state. 
The Mental Health Division, particularly the Child 
Study and Treatment Center, was in a period of transition 
at the time of the study. Although the practicum advisor 
was of great help in overcoming some of the obstacles, a 
lack of agency commitment greatly restricted the study. 
Future research would ?e greatly enhanced if follow-up 
procedures were built in at the beginning of a program, 
including obtaining necessary releases from those persons 
who are guardians of the program's participants. This would 
help to facilitate ownership on the part of those requesting 
such a study and further ensure a greater commitment to the 
outcomes. 
SUMMARY 
This follow-up study was initiated by a request from 
the Child Study and Treatment Center of the Oregon Mental 
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Health Division. Its purpose was to document the conse­
quences of the lack of implementation of specific treatment 
recommendations for severely emotionally disturbed children 
evaluated by the Child Diagnostic Center. 
The random sample was limited by necessity to those 
children with case records within the Children's Services 
Division. The findings do not indicate an apparent rela­
tionship between the implementation of recommendations and 
subsequent outcomes. 
Many of the difficulties experienced by the researchers 
could have been avoided if follow-up procedures had been 
anticipated from the inception of the program. 
Follow-up studies will be increasingly important to 
policy making bodies in order to justify existing services 
and promote expansion. In addition, follow-up studies to 
determine program effectiveness can ultimately lead to 
increased skill among professionals in the delivery of 
services. 
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APPENDIX A 
DATA COLLECTION FORM 
Case Number
----------------
Birthdate 
Sex
-----------------------­
Date of Admittance
---------------­
IQ Test Results___________________ 
Physical Problems 
Referral Agency___________________ 
Brief Family History 
Recommendations 
----------------------
APPENDIX B 
CONSENT TO RELEASE OF INFORMATION 
I, J. N. Peet, am or was the guardian of 
I authorize Nancy peck/Krysta1 Angevine, as represen­
tatives of the State of Oregon Mental Health Division, to: 
(1) 	 Review any records or reports, regardless of their 
source, relating to the care and treatment of 
after his/her release from 
the Child Diagnostic Center in Portland on 
19 and
---------------
, I 
(2) 	 Interview any individual involved in the care and 
treatment of after his/ 
her release from the Child Diagnostic Center on 
the above date. 
I understand that any information gain~d from these 
activities is confidential and will be used only in connec­
tion with the Mental Health Divisionis study of the follow­
up care and treatment provided to persons placed in the 
Child Diagnostic Center from 1968 to 1970 and subsequently 
released. I understand that my child's name will not' 
appear in the published study. 
Signed:________________________________ 
Date: 	 I 19___ 
APPENDIX C 

QUESTIONNAIRE 

The purpose of this research study is to find out what 
children's services have been used by the children who par­
ticipated in the Child Diagnostic Center. The information 
we get from the many participants may be used to improve 
services for children in Oregon. Your help is greatly 
appreciated in this important study. As you will see, none 
of the questions I will ask in this interview are very per­
sonal in nature; but, you can be assured that all answers­
are strictly confidential. No one will know how you answer 
the questions. 
I CHILD • SCASE NUMBER 
II AGE OF CHILD 
III WHERE IS THE CHILD LIVING NOW? 
IV WHO IS BE ING INTERVIEWED? 
Parent 
roster Parent 
pocial Worker 
.J:iouse Parent 
9ther 
V WHO HAS CUSTODY OF THE CHILD? 
:,parents 
Mother 
Father 
Court 
Other 
-------
-------
-------
------
----
----
----
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VI DOES 	 THE CHILD HAVE CONTACT WITH ANY FAMILY MEMBERS? 
------
Yes 
_____~No 

Don't know 

If yes, with whom? 

_______~Parents 

Mother 
-----~ 
-----....;Father 
__________	Grandparents 

other 

How often?

-----.....; 
VII RACE OF CHILD 
____--____.....;Black 

White 

-----.....;Mixed 
-------.....;Mexican Oriental 

________---Other 

FOLLOW UP 
RECOMMENDATIONS VIII LIVING 
After the child left the Diagnostic 
Center in where did slhe go 
to live? 
____Family 
______~Foster Home 
Residential Treatment 
______Treatment Group Home 
_______other____________________________ 
What was the date when 
began living at 
______~How long was slhe there? 
What was the date when slhe 
left? 
--
----
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Now I am going to ask you some specific questions about what 
happened while child was living at I would 
like to know only about the time was living at 
from to First let me ask you about 
_________ IS school experiences while s/he was living at 
RECOMMENDATIONS IX SCHOOL HISTORY 
When was living at 
was s/he in public school? 
----
Yes 
-----.-;;No 
Don1t know
----.; 
Did the child attend more than one 
school while s/he was living at ? 
____yes 
---.-.;No 
If yes, how many? 
Why did the child attend schools? 
If yes, I am going to ask you some 
questions about the first school. 
Please answer the questions only 
about the first school. 
What was the date when s/he started 
school there? 
_____Date 
______....;How long did s/he go to school 
there? 
Optional: why did s/he leave school? 
Was the child in a special education 
classroom? 
No
----"
Yes 
----­Don1t know 
----
RECOMMENDATIONS 
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If yes, what kind of classroom? 
____	Special Classroom 
Remedial Classroom
-----....; 
______--....;Special Remedial Classroom 
Don't know 
Did the child remain in the special 
classroom as long as slhe attended 
school there? 
----
Yes 
______--....;No, explain______________________ 
If NOT in public school, what kind of 
school did slhe attend? 
______~What was the date slhe started 
school there? 
______~How long did slhe go to school 
there? 
(Optional) Why did slhe leave school? 
Was the child in any special classroom? 
____yes 
___......;;No 
Don't know ---~ 
If yes, what kind of classroom? 
___-.--;Spec ial Classroom 
Remedial Classroom 
---~ 
_____--....;Special Remedial Classroom 
Don1t know
-----....; 
Did the child remain in the special 
classroom as long as s/he attended 
school there? 
Yes
----' 
------
No 
Don't know
-----....; 
If no, 	 explain. 
----
----
----
______ 
RECOMMENDATIONS 
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Did the child miss school for any 
reason besides sickness? 
____yes 
----.;No 
Don't know 
If yes, for what reason? 
______~How many days per week were 
missed? 
Did the child get into any trouble 
with school authorities? 
------
Yes 
---.....;;No 
Don't know 
If yes, what kind of trouble? 
Did the child have any tutors? 
----
Yes 
----
No 
Don't know 
If yes, why did the child have a tut~? 
__-­___When did slhe first get the 
tutor? 
~How long did theslhe have 
tutor? 
If the child was NOT in school, why 
was the child not in school? 
What was the date the child
---.....; 
left school? 
______~How long was s/he out? 
-----
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RECOMMENDATIONS X E.MPLOYMENT 

When the child was living at 

was slhe employed in any way? 

----
Yes 

---....;;No 

Don't know
-----' 
If yes, what type of job did slhe have? 
_______When did the child begin work­
ing there? 
______....;;How long did slhe work there? 
Why did slhe stop working there? 
During the time the child was living at 
_____________ was slhe employed anywhere 
else beside ? 
____yes 

___.......;No 

XI TROUBLE WITH THE LAW 
During the time the child was living 
at did s/he get into any 
trouble with the law? 
____.....;Yes 

____....;No 

Don't know

---....; 
If yes, what kind of trouble? 
When? 

What was the result? 

Was that the only time the child got 
in trouble with the law while slhe 
was living at 
-------
? 
----
----
----
------
-----
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RECOMMENDATIONS XII COUNSELING OR TREATMENT 

During the time the child was living at 
_____________ did slhe get any counsel­
ing or treatment from any agency? 
----
Yes 
___~No 
Don1t know 
If yes, what kind of counseling or 
treatment? 
What kind of agency? 
What was the date when slhe ._ 
began? 
______~How long did slhe continue? 
Did the child have any other counseling 
while slhe was living at ? 
Did the child have a Big Sister/Brot~ 
or college companion? 
----
Yes 

No

'----Don It know 
XIII :PHYSICAL NEEDS 
\During the time the child was living at 
, did s/he see a doctor for any 
major illness or physical problem? 
1-----Yes 

----
No 

Don't know 
!If yes, ~hat was the problem? 
When did it occur? 
__----~How long did it last? 
Did the child have any other major ill­
ness or physica,l problems 'while slhe 
. was living at ? 
-----
----
----
-----
-----
----
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RECOMMENDATIONS XIV FAMILY COUNSELING OR TREATMENT 

During the time was living at 
___________ did his or her family re­
ceive any type of family counseling 
or treatment? 
----
Yes 

---.....;No 

Don It know 
If yes, what kind? 
From what kind of agency? 
Who received the counseling? 
_______The whole family together 
---.....;Parents 

------:Mother 

Father 
Other 
When did they begin counseling? 
______~How long did the counseling 
last? 
Why did they stop? 
Did the family have any other counsel­
ing or treatment while the .child was 
living at ? 
xv SIGNIFICANT HAPPENINGS 
Did anything else significant happen 
to the child while slhe was living 
at ? 
Yes 
------
No 
Don't know 
If yes, what was it? 
_______When did it happen? 

______~How long did it last? 

------
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RECOMMENDATIONS XVI LEAVING 

Why did the child leave ? 
After the child left where
------
I 
did s/he go to live? 
CONCLUSIONS 
XVII GRADE LEVEL 
Does the child have a high school 
diploma? 
----
Yes 

----
No 

If not why not? 
Does the child have the GED? 
----
Yes 
___...;No 
How far has the child gotten in school? 
III RECOMMENDATIONS 
Did you at any time try to get the 
child ? 
____yes 
___~No 
If yes why was the attempt unsuccessfU~ 
----
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RECOMMENDATIONS XVIX PRESENT 
Describe 
others. 
the child's relationship with 
XVi{ FUTURE 

How do you see the future of the child? 

_______Living independtly? 
_______Employed? 
---_.
Problems? 
Other 
